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Objectives: Reablement is a relatively new service targeting people with or at risk of 
functional decline. The approach is team-based, and physiotherapists (PTs), occupational 
therapists (OTs) and nurses have the responsibility to guide and supervise the support 
personnel, referred to as home trainers (HTs). The aim of this study was to explore how the 
HTs follow up instructions and supervision by PTs in reablement. 
Methods: This qualitative study included video recordings of practice and individual 
interviews in seven Norwegian reablement teams. The analysis involved a triangulation of all 
data.  
Results: The results identified that HTs had the main responsibility to carry out interventions 
in reablement and were also expected to report back to the therapists if they recognized 
further need for assessment or adjustments. The content of the practices varied considerably 
along a continuum from rigidly standardized practices to individually tailored approaches 
emphasizing quality of movement. This paper presents analyses of two examples representing 
the two widely different approaches. 
Conclusion: Practitioners and health authorities should be aware of the broad variation in 
reablement services in Norwegian municipalities. The results indicate that a standardized 
approach may be more efficient in the short term, targeting a large population, while a tailored 
approach, valuing quality of movement, is essential to provide high-quality movement 
training for users with complex rehabilitation needs. The target groups receiving the different 
reablement methods should be clearly identified. 
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Due to the increasing number of the ageing population with chronic and complex 
diseases, economic challenges and a shortage of health professionals have been reported 
worldwide (Krug & Cieza, 2017). To accommodate this, support personnel are engaged to 
provide clinical tasks traditionally performed by professionals (World Health Organization, 
2006; Colbran-Smith, 2010; Lizarondo, Kumar, Hyde, & Skidmore, 2010; Fulton et al., 2011; 
Kakuma et al., 2011; Munn, Tufanaru, & Aromataris, 2013).  
The Norwegian Ministry of Health and Care Services has suggested a need for 
reorganization to provide efficient and sustainable services. The authorities have suggested 
new roles for health professionals, including the extended responsibility for training and 
supervising other personnel (Norwegian Ministry of Health and Care Services, 2015). 
Accordingly, the role of the physiotherapist (PT) has broadened to include supervision, which 
requires them to share their knowledge and skills with support personnel (Holmes, 1970; 
Saunders, 1998; Ellis & Connell, 2001; Colbran-Smith, 2010).  
The World Confederation of Physical Therapy (WCPT) (2016) has defined the aim 
and scope of physiotherapy broadly as intended to ‘serve individuals and populations to 
develop, maintain and restore maximum movement and function ability throughout the 
lifespan’. Nevertheless, the distinct and unique aspect of physiotherapy is the approach 
targeting the performance of bodily movement and function in a competent manner (Nicholls 
& Gibson, 2010). Clinical reasoning and discretion due to the context and the abilities and 
constraints of individual patients are integrated in the PT’s situational interaction with the 
patient (Oberg, Blanchard, & Obstfelder, 2014). Several have expressed concerns regarding 
the delegation of complex tasks to caregivers without professional training (Brentnall, 
Hemsley, & Marshall, 2008; Munn et al., 2013; Nelson, 2013; Legg, Gladman, Drummond, & 
Davidson, 2016). 




The nomenclature of support personnel, as well as their role is diverse, including all 
forms of personnel assisting health professionals; aides, assistants or unlicensed staff (Ellis & 
Connell, 2001; Lizarondo et al., 2010; Munn et al., 2013). In Norway, there is no formal 
educational programme targeting personnel exclusively assisting PTs, as there is in several 
other countries, such as the US, Canada, Australia and the UK. However, a two-year formal 
education programme for a more generic health assistant, mainly affiliated with nursing, does 
exist.  
Reablement is a service wherein PTs play an essential role in supervising the support 
personnel as they carry out interventions. The key characteristics of the service are the short-
term, goal-oriented interventions provided by an interprofessional team. Support personnel, 
under the supervision of professionals, mainly provide the treatment initiatives (Tessier, 
Beaulieu, McGinn, & Latulippe, 2016). The approach targets home dwelling older adults with 
or at risk of functional decline, to preserve or regain functional abilities to stay independent in 
their daily life (Burton, Lewin, Clemson, & Boldy, 2013; Winkel, Langberg, & Wæhrens, 
2015; Cochrane et al., 2016; Legg et al., 2016). Tuntland, Aaslund, Langeland, Espehaug, & 
Kjeken (2016) studied 225 participants, of whom the majority reported health conditions such 
as fractures, balance problems, pain or stroke, while only 3.1% reported unspecified 
functional decline as the main issue. The participants had a median of three additional health 
conditions. Apart from this study, we have found no clear description of the target population 
in the literature. .  
The interprofessional teams usually consists of PTs, occupational therapists (OT) and 
nurses, who have the responsibility to supervise the support personnel, often referred to as 
home trainers (HT), who are the main providers of reablement services (Hjelle, Skutle, 
Førland, & Alvsvåg, 2016; Tessier et al., 2016; Eliassen, Henriksen, & Moe, 2018). HTs 
working in reablement may include support personnel with or without any formal training.  




Reablement interventions are described to be person-centred and individually tailored 
(Cochrane et al., 2016). Considering the heterogeneous user group, this presupposes a wide 
range of skills by the HTs. The quality of reablement services provided by personnel without 
formal education, has been questioned. .. (Legg et al., 2016; Eliassen et al., 2018). 
Reablement literature tends to describe where the user’s training should be provided (the 
user’s home environment) and what to target (the user’s own goals). However, how to carry 
out the reablement interventions is not clearly described.  
The aim of this study was to explore how the HTs follow up instructions and supervision by 
PTs in reablement. 
 
Methods 
This study utilized a qualitative method within a constructionist research paradigm. 
We collected data through fieldwork in reablement settings, including video recordings of 
supervision sessions and encounters between HTs and users. Additionally, we conducted 
interviews with PTs and HTs. Theory of professional development (cf. Dreyfus & Dreyfus, 
1980; Benner, 2004) informed the results. 
 
Context and participants 
This study explored seven reablement teams, each of them represented by a triad of a 
PT, an HT, and a reablement user. The teams were recruited from seven different 
municipalities in Norway, based on a purposive sampling approach (cf. Polit & Beck, 2012). 
The inclusion criterion for the PTs and HTs was at least 6 months of experience with 
reablement. 
We contacted general managers of reablement teams to inform about the study. 
General managers who consented to participate, distributed the study information to the PTs 




and HTs, who consented to participate in the study. The PTs informed users, who were about 
to receive reablement, about the study, and those who gave their written consent to 
participate, were included. Table 1 provides more information about the participants. 
 
Data collection 
We conducted a study with two visits to each reablement team. During the first visit, 
the first author (ME) conducted video recordings of supervision as work with a new user 
commenced, followed by a semi-structured interview with the PT. Two weeks later, midway 
through the user’s reablement process, the researcher conducted video recording of the 
approach conducted by the HTs in the user’s home, followed by a semi-structured interview 
with the HTs. 
The supervision sessions and user interventions were video-recorded with a handheld 
camera to ensure that the situational and interactional elements of the practice were captured 
(cf. Heath, Hindmarsh, & Luff, 2011). We developed an observation guide to outline what we 
wanted to capture during the video recordings. The focus in the observation guide was the  
training initiatives instructed by the HT and the changes in the user’s function or movement. 
The researcher subsequently conducted a semi-structured interview with the PT and 
the HT after the  supervision session and the user encounter. Through open-ended questions, 
the interviewees were encouraged to elaborate on the following: 1) the clinical reasoning 
regarding the observed intervention 2) the required knowledge and skills and 3) the 








The first author (ME) did a verbatim transcription of the interviews and a schematic 
content transcription of the video recordings including verbal speech and bodily interactions, 
inspired by Heath, Luff, & Svensson (2007). The cataloguing transcript of the video 
recordings aimed to capture the multiple aspects of the interactions and movements. 
Transforming all data into text material enabled a common processing of the consecutive 
analyses. ME produced inductive codes for the entire text material and categorized it through 
common code groups and themes (Lincoln & Guba, 1985). Congruent data validated each 
other, while discrepancies were further analysed to achieve an understanding of the 
inconsistencies.  
Continuously, the development and validation of the findings was inspired by theory 
in the field (Blaikie, 2007; Malterud, 2016; Creswell & Poth, 2017). 
NH and SM (respectively, a sociologist and a PT) contributed to the analysis through 
an iterative process of discussions, emphasizing a common perception of the data material and 
enhancing the validity of the study (Creswell & Poth, 2017). The triangulation of different 
methods, reflexivity and theoretical interpretation also contributed to validation of the 
findings. 
QSR NVivo 11 (QSR International, 2017), a qualitative data analysis software, was 
used during the coding and categorizing of the data material. 
 
Results 
The main themes that emerged from the data were as follows: 1) the HT is responsible 
for recognizing and reporting on the user’s needs, 2) there is a standardized approach 
following a pre-defined procedure, and 3) individually tailored approaches target the quality 
of movement. 




Our analysis revealed that the content of the service provided displayed considerable 
variation across reablement teams. The target group was diverse for the teams, and users 
ranged from those with general functional decline to users with complex health conditions 
(see Table 1). Excerpts from two different practices are highlighted to demonstrate the variety. 
Data from all the included reablement teams serve to support these results.  
 
The HT is responsible for recognizing and reporting on the user’s needs 
The interviews with both the PTs and the HTs revealed that the HTs had the essential 
responsibility to observe and assess the user’s challenges and needs. Several PTs said that the 
HTs had the best insight into the user’s situation based on their regular visits, and therefore, 
claimed that the HTs had the exclusive responsibility to report any circumstances of 
importance to the PT. One stated: 
“[The supervision] is not a fixed routine. The HT has to let us know if she needs any 
further instructions or support. Then, we can provide additional supervision […] 
Somehow I just have to trust that the HT tells me if the approach doesn’t work or if 
there is any need for changes according to the plan”. (PT) 
The HTs reported that they would contact the PT if they felt uncertain about a situation. 
Typically it would be due to pain, fall incidences, to determine if the user was ready to walk 
without assistive device, or to adjust the exercises provided. These adjustments were seen as 
the responsibility of the PTs, as one HT said: 
“To clarify what exercises are the best… that is not my subject. Especially when there 
are any constraints. Pain for example. [I contact the PT] if the user has pain or if they 
complain about exhaustion after the exercises”. (HT) 




One HT claimed that there was a low threshold to contact the PT if she needed any 
supervision or a second opinion regarding the user’s reablement initiatives. However, when 
asked if she had ever contacted the PT in addition to the scheduled meetings, she answered: 
“No…no… I haven’t actually done that. Well, we meet them occasionally … and, we 
talk… but… it’s a busy workday, so... I haven’t actually contacted them, because it’s 
all about the planning. If the reablement approach is well planned from the beginning, 
you don’t need to”. (HT)  
 
Standardized approach following the pre-defined procedure 
In reablement teams where the HTs had limited contact with the PT, the HTs appeared 
to carry out intervention in accordance with the written information on a reablement-plan 
provided by the therapist.  
The example in Table 2 shows that the HTs were mainly concerned with counting 
repetitions and did not attempt to follow up on the instructions provided by the PTs regarding 
the quality of movement or to correct compensatory movements during exercises. The 
observed exercises rarely related to the users’ activity-based goals, which was a finding 
confirmed in the interview materials. One PT said:  
“The HTs tend to be more focused on the exercises for strength and balance. They 
forget the activity-based goals”. (PT)  
Additionally, HTs and PTs in practices that emphasized the standardized approach claimed 
that it was advantageous to implement simple and recognizable exercises that could easily be 
explained to the HT and the user. In the reablement teams where the HTs mainly based the 
approach on general exercises and standardized programmes, they also tended to do minimal 
adjustments and progression. If the user reported pain, the normal response was to exclude the 




provoking activity or exercise. If the exercises appeared to be too easy, their suggestion was 
to carry out more repetitions. One HT said:  
“Well, if she doesn’t get tired, we’ll simply increase the amount. Instead of doing one 
round, we can do two. Or three. So, we’ll do more and more, so she eventually gets 
stronger”. (HT) 
 
Individually tailored approaches targeting quality of movement 
During observations of some of the HTs’ training encounters, we recognized the PTs’ 
supervision regarding quality adjustments on some of the reablement teams. The example in 
Table 3 is a typical approach where we observed how the HT tried to achieve appropriate 
movements according to instructions from the PT. One of the PTs claimed that through 
movement analysis and an approach targeting the quality of movement, they could achieve 
optimal functional abilities and prevent any further functional decline: 
“We can see that they have a shambling walk and think that it is normal for older 
people if you haven’t thought it through. For example, how people get up from or 
settle in a chair. The HT hadn’t thought like that before I told her my reflections about 
it. If you just drop down in the chair every time, you’ll miss the quality of movement. 
By addressing some small, specific adjustments, they quickly get a different quality of 
the movements and are able to take advantage of it in many situations. Just by 
analysing movements. We can’t let go of that and believe that there is no need for the 
PT”. (PT)  
Video observations revealed that, despite the PTs’ instructions, only a few of the HTs paid 
attention to the small details regarding quality of movement. Through analysis of the field 
observations and interviews, it appeared that these specific approaches were based on the 
HTs’ ability to recognize the nuances in movement and to distinguish between optimal quality 




of movement and constraints in movement. The HTs had difficulties with pointing out exactly 
what they looked for on a general basis, but they explained that this was the knowledge they 
learned along the way by regularly working in pairs with the PT during the user visits. In that 
way, they experienced a continuous input of "small tips" of knowledge, which increased their 
ability to conduct their own observations and reflections. One PT claimed: 
“They have become good at doing their own observations. She can come to me and 
say: “The user has a weakness in her hip. I can see that when she is walking, her hip 
is moving sideways… It kind of drops”. It is really helpful for me that they can bring 
that information back. Sometimes they say, “We have been doing these exercises for a 
while now, and… we need something more challenging”.  (PT) 
The PTs and HTs who emphasized quality in movement, also said that it was essential for the 
HT to achieve a deep understanding of the user’s situation. This was further claimed to lead to 
reflections and clinical reasoning enabling adjustments and individual adaptations during the 
approach. One said: 
“It is important to explain thoroughly about possible causations between this and that. 
You know, to achieve an understanding and get them to reflect about things. I 
experience that they can come to me and say, “Today I observed this and that, and I 
was wondering what that could be, and finally I figured how it all went together”, they 
absolutely do some clinical reasoning themselves”. (PT) 
The HTs argued that this discretionary reasoning enabled them to adjust the approach based 
on progression, individual adaptations and contextual variations. One HT explained how to 
adjust the treatment to the individual user: 
“I have to target the approach from different angles. Approach the user in relation to 
what is important for the individual. Sometimes you have to be more direct and other 








HTs in reablement teams were the main providers of training sessions with the users 
and were expected to carry out observations during home visits and to report to the therapists 
any further need for therapeutic assessments or supervision. However, the fulfilment of this 
task varied considerably across teams. The identification of the need for additional therapeutic 
supervision requires a certain degree of judgement based on specialized knowledge about 
physical ability and quality of movement. This puts the HTs in a challenging position where 
the expectations are not necessarily proportional to their knowledge and skills, as also 
reported among PT assistants in paediatric physiotherapy (Sørvoll, Obstfelder, Normann, & 
Øberg, 2018). 
The varied practices were analysed in conjunction with the quality of the service the 
HTs provided to the users. The model of skill acquisition by Dreyfus & Dreyfus (1980) 
presents five levels of proficiency, ranging from novice to expert and has been used to 
understand the differences between experienced and novice staff in health care practices 
(Benner, 1982; Benner, 2004). We have applied this perspective to clarify the different 
practices in reablement.  
 
Instrumental and standardized reablement approach 
The two examples presented in Table 2 and 3 clearly contrast with each other. In the 
first example, the HT followed the pre-defined written procedure without attending to the 
quality of movement. A passive involvement where the HTs watched the user carry out 
exercises while counting repetitions was also reported by Rabiee & Glendinning (2011). They 




found that reablement staff employed in the home care services referred to their job as 
‘standing and watching’ and were ambivalent about the importance of their job.  
The HTs who conducted this kind of instrumental approach reported that they rarely 
needed additional support from the PT. Their ability to recognize the physical constraints 
regarding the user’s functional ability appeared to be limited, and they were not aware of what 
to look for.  
This practice bears similarities to the description of a ‘novice’ practitioner (Dreyfus & 
Dreyfus, 1980), whose task performance is mainly rule-based, with limited ability to make 
discretionary judgements and contextual adaptations (Benner, 1982). This approach focused 
mainly on the procedural aspect of the initiatives, in contrast to the initial vision of reablement 
as person-centred and individually tailored (Cochrane et al., 2016).  
 
Specific and tailored reablement approach 
Table 3 demonstrates a reablement practice where the HT engaged in clinical 
reasoning and paid attention to the quality of movement. This enabled the HT to report to the 
PT on specific conditions regarding the users’ functions and abilities. A vital aspect of this 
practice seemed to demand close collaboration and frequent supervision by the PTs and may 
be more demanding of resources than the predominantly instrumental approach. 
HTs who included clinical judgements also adjusted and tailored interventions 
according to users’ needs and constraints during intervention. This practice appeared to be 
more flexible. According to Randström, Wengler, Asplund, & Svedlund (2014), flexibility is 
vital for the ability to adjust initiatives to the users’ wide range of physical and psychosocial 
needs and to secure positive outcomes of the intervention. Other scholars have also reported 
that the flexible approach, enabling adjustments, is preferable in reablement (Rabiee & 
Glendinning, 2011; Moe & Brataas, 2016). 




According to the fourth level of the Dreyfus model, ‘proficient’ practitioners perceive 
situations as a whole, rather than in terms of aspects. The ability to recognize the expected 
normal clinical picture or the absence of normality is characteristic of the proficient health 
care provider (Benner, 1982). The HTs’ ability to recognize situations that required further PT 
assessment or supervision is an example of a proficient HT practice in reablement. The 
holistic approach enabled the HT to engage in decision making, by modifying plans in 
response to a variety of contexts and events. The example where the HT targeted small 
adjustments in foot position, weight transfer and hand support during an exercise shows how 
she was able to recognize the broader picture of the exact targeting movement, and the 
underlying details. Benner & Sutphen (2007) argued that home care professionals need an 




Task delegation has been argued to potentially improve the quality of care and safety 
of patients (Lizarondo et al., 2010). It is therefore a paradox that in some reablement settings, 
the delegation of tasks led to poor quality regarding individually tailored approaches. 
In this study, there was no relationship between how long the HT has been working 
and the level of skill acquisition. The development of practical skills is not achieved 
automatically. Dreyfus (2004) describes that moving from one competence level to another 
requires learning through reflection and discussion. This study indicate that a close 
collaboration between the PT and the HT is essential for an individually tailored service 
emphasizing quality of movement, which agrees with the results of a study that indicated that 
organizational conditions and the supervision by PTs influenced the service (Eliassen et al., 
2018).  





Different practice to different target groups? 
The two examples of practice presented in this paper represent a variety of reablement 
services. The target group was broadly defined, and we did not find any clear descriptions that 
differentiated among users in the various approaches. Users may range from independent 
older adults with an initial functional decline to post-institutionalized patients with complex 
rehabilitation needs. It has been discussed whether users with multiple needs benefit as much 
as users with lower support requirements (Cochrane et al., 2016). A Norwegian report on 
reablement (Fürst & Høverstad ANS, 2014) reported that municipalities with limited 
rehabilitation services may define the target group broadly, hence including users with 
complex and comprehensive challenges. Approaches should be adjusted according to the 
needs of the different target groups. 
Citizens with minor functional decline may benefit considerably from a standardized 
approach. However, patients with complex rehabilitation conditions may require adjusted and 
modified interventions, which involve understanding and judgement. Hence, we argue that 
reablement services should not be a substitute for traditional rehabilitation delivered by 
professionals. Reablement should rather target those who would not receive traditional 
rehabilitation. The existing studies on reablement approaches have not distinguished between 
different approaches nor between target groups.  
 
Methodological considerations 
The study design limits generalization. However, the results may be analytically 
applied to similar contexts (Malterud, 2001). Other possible practices may exist. However, 
this will not contradict our conclusion regarding the wide variability in reablement practices. 




The objective in the current study was interpreted within a physiotherapy perspective. 
The quality of practice may be interpreted differently when viewed from other perspectives, 
emphasizing other values than quality of movement.  
 
Conclusion 
The HTs in Norwegian reablement teams were expected to recognize and report the 
users’ needs to the PT and to carry out interventions. Practices varied from instrumental and 
standardized approaches to approaches individually tailored to the user’s abilities and 
constraints. The first approach follows pre-defined plans. The latter involves clinical 
adjustments and discretion regarding the quality of movement. 
There are challenges and benefits with both practices, depending on the target group. 
A clarification of the target group is essential to tailor the reablement practices in accordance 
with the user’s functional level.  
 
Implications for physiotherapy practice 
Due to the extended role of PTs that now includes the supervision of support 
personnel, it is important to be aware of the different practices that may be provided based on 
physiotherapy supervision. The results of this study revealed that in some cases, support 
personnel managed to provide complex initiatives tailored to the users’ needs. However, the 
fiscal sustainability of the supervision required for this approach needs consideration. PTs 
should be aware of their professional responsibility to follow up on delegated tasks. It should 
be discussed whether treatment of certain conditions or user groups should be delegated to 
support personnel. Health care administration should also be aware of the diversity in 
reablement practices. Implementation of the service should emphasize local conditions 
regarding target group needs. 
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Table 1: Information about Participants 
PTs Experiences  HTs Experiences  Users Impairment and goals 
1 <5 year as PT, 6 
months in 
reablement 
1 Nurse assistant, 5 
years’ experience 
in reablement 
1 Hip fracture, aiming 
for personal hygiene, 
go to the mall, attend 
the day care center, 
cook meals 
2 >10 years as PT, 2 
years in reablement 
2 Nurse assistant, 2 
years in reablement 
2 Hip and upper arm 
fracture, aiming to 
walk outside 
3 >10 years as PT, 2 
years in reablement 
3 Nurse assistant, 1 
year in reablement 
3 Hip fracture, aiming 




4 <5 years as PT, 1 
year in reablement 
4 Nurse assistant, 2 
years in reablement 
4 multiple fractures in 
the back, aiming to 
walk up/down stairs, 
walk outside 
5 >10 years as PT, 2 
year in reablement 
5 Nurse assistant, 2 
years in reablement 
5 General functional 
decline, aiming to 
manage domestic 
tasks, and walk 
outside 
6 5-10 years as PT, 3 
years in reablement 
6 Occupational 
therapist, 2 years in 
reablement 
6 General functional 
decline, aiming to 
feel safe at home, 
walk up/down stairs, 
walk outside, travel 
by public transport 
7 >10 years as PT, 
one year in 
reablement 
7 Nurse assistant, one 
year in reablement 
7 Stroke, aiming to 
walk inside without a 
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